After 5 or 6 years of undergraduate study and training, and a year of housemanship, doctors obtain a licence to practice medicine. In many specialties, and in general practice, added years of training are required; in some instances a doctor might be "in training" for 15 years. Unless negligence or inappropriate behaviour leads to withdrawal of their licence, doctors are able to practice for the rest of their working lives. The medical profession has always set, maintained and improved standards, but there has been no formal mechanism in Great Britain for assessing knowledge or performance once examinations have been completed. Many doctors continue to educate themselves by gaining experience, by reading journals and textbooks, by attending courses, meetings and lectures, and by newer methods of self-instruction using a wide variety of computer, video and other media forms. These continuing medical education (CME) activities have been developed by many professional bodies and organisations, and are believed to be beneficial, and probably essential, for maintaining the highest standards of medical practice. Most methods of education, however, have not been assessed to measure what they claim to evaluate. There are many examples that can be used. Most doctors subscribe to journals, but it is not clearly known how many read the journals or how much information is understood or remembered, and what effect reading journals produces on future practice. The benefits derived from attending courses are not clear. Most evaluations are based on the perception of the participants, who either enjoy, value or dislike the course, and such popularity scores are unlikely to reflect educational value. Attendance at a course or lecture may, for one participant, be extremely beneficial and for another, useless. Ultimately CME should be shown to be of educational benefit, with clarification of the way in which it improves patient care. Studies designed for this purpose are difficult to administer and may be expensive.
The principle of specialty certification and compulsory CME is far from new. Between 1300 and 1801 both existed in Venice. The Venetian government took medi-
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While this editorial describes the situation for continious education in the UK, I believe that it is also of interest and relevance to the readership as a whole cine very seriously. Surgeons had to show proof of an approved course of study, according to a whole series of laws dating from 1321. Doctors were required to attend anatomy lectures in order to be able to continue practising. The Venetian government took one of the first forays into CME. This functioned smoothly for several centuries. At some time during the eighteenth century it became clear that a gentleman's word was not enough. Some physicians had complied with the regulations only by saying they had. In 1773 a letter of participation was required, signed by the participant. Some of these were later shown to be forged. In 1801 the requirement that physicians attend the yearly lectures was rescinded because too much unpunished evasion had occurred, and 500 years of CME ended [1] . If education is to be successful, it should induce continued good practice, or influence practice, so that a sustained change in knowledge will produce improved patient care. Having established that the benefits of CME are unproven, we have to put science aside for the moment. The old maxim "perception is truth" needs to be adopted. If one accepts that most people agree that CME is desirable and necessary, a simple scoring system of credits needs to be devised. A doctor in such a system is expected to accumulate a specified number of credits annually or in a 3-or 5-year cycle. A CME credit system will ensure that doctors comply, and this will help to maintain standards and update practice. The Americans have used and finely tuned such a system for many years [2] .
The question of re-examination has also been widely discussed. The complexity of setting an examination for a particular specialist, sub-specialist or sub-sub-specialist dealing with one tiny aspect of medicine would be formidable, if not impossible. How would one tailor such an examination? What would determine the pass level and what if the doctor did not reach a high enough standard (what is a high enough standard?). Would this lead to disenfranchisement? This whole subject is fraught with difficulties and would probably make the entire exercise meaningless. A number of bodies have attempted to evaluate the outcome of a CME system by auditing aspects of medical practice and by subjecting practitioners to peer review, including assessment of facilities, review of records, and sampling at random of some of the patients managed by a particular doctor. These grading systems are difficult to assess objectively [3] .
One should always remember that the purpose of peer review and audit, and even examination, is not to recognise the high performers but to detect unacceptably poor levels of practice, below which a practitioner may be regarded as dangerous.
There is, among the general body of doctors, knowledge that most doctors are highly competent, continue to educate themselves and are responsible for providing excellent patient care. Most doctors consider themselves to be part of this group and are highly suspicious of others. There is a general feeling amongst many, but not all, that CME needs to be made more formal and that a points system is desirable, if only to weed out those practitioners who never attend educational activities. The general belief is that CME is an essential part of maintaining standards, and therefore patient care, but documentation of its benefits is poor.
A number of Royal Colleges have been responsible for setting up reports and documents on CME. The first of these appeared from the Royal College of Obstetricians and Gynaecologists [4] , followed closely by the Royal College of General Practitioners, the Royal College of Radiologists [5] , the Royal College of Physicians of Edinburgh [6] and the Royal College of Anaesthetists [7] . The Royal College of Radiologists has, since January 1994, started their programme of CME, expecting Consultants and career-grade practitioners, and postaccreditation registrars and senior registrars to accumulate 200 credits in a 5-year cycle. This document, which took 21/2 years to compile, sets out the main recommendations, definition of a credit, and the type of education for which credits will be awarded. Initially credits are awarded for attending courses, meetings, tutorials, lectures, workshops and refresher courses. A need has been identified in years to come for personal education programmes, including distance learning and self-assessment. This will be incorporated into the accreditation programme. There is a general belief amongst the Royal Colleges that they should have a central role in any strategy employed to improve and develop standards of CME. A central Royal College body should set out the CME rules and regulations for the entire profession, rather than each individual College developing different programmes.
During this period of feverish activity in the Royal Colleges, the government white paper "Working for Patients. Postgraduate and Continuing Medical and Dental Education" was produced by the NHS Management Executive [8] . This document clearly set out government expectations for medical education. It is clear at the outset that CME differs from postgraduate medical education (PME). The latter refers to the education of registrars and senior registrars whereas the former is the continuing education of consultants and career-grade practitioners. With this in mind, the government has separated budgets for CME and PME.
The budget for CME is the responsibility of the units, and this cost should be built in to the unit costs and held by units. This funding should be protected in -year. The role of the Postgraduate Deans continues in PME, but they are also responsible, in consultation with the Royal Colleges, for devising and managing CME in their regions.
It is envisaged that the changes outlined by the government are to be audited, reviewed and strengthened where appropriate. Who should monitor CME? This is being carried out by the Royal Colleges, but a body setting regulations should not also act as the watchdog. Monitoring should be carried out by an "independent body ", possibly the General Medical Council. At present there is no legal requirement or punishment relating to compliance or non-compliance with CME.
Within this framework of change in the National Health Service, educationists must grasp the opportunities placed before them. The government (and by inference, the people) expect doctors to be practising to the best of their ability, and to be undertaking CME. The Colleges and postgraduate deans expect the same. The medical professional should utilise these opportunities to maintain and improve standards of continuing medical education.
